Background: Virtually no research has been conducted on patient assessments of traditional medicines and allopathic medicines for cancer care in poorer countries marked by pluralistic medical environments. Pakistan represents an excellent case for such a study because of the coexistence of culturally and historically specific indigenous traditional medicine, the strong presence of allopathic medicine, and, to a lesser extent, the availability of some globalized complementary and alternative medicines. Aim: To gain a preliminary understanding of cancer patients' perceptions of effectiveness and satisfaction with traditional medicine, globalized complementary and alternative medicine, and allopathy in the context of a pluralistic medical environment. Study Design: Structured survey of 362 cancer patients, from diverse regions in the Punjab province and Northwest Frontier province, who were being treated in 4 different hospitals in Lahore, Pakistan. Results: Use of traditional medicine remains high among cancer patients, with traditional healers used by the majority of those surveyed. Although patients' perceptions of the overall effectiveness of traditional medicines for treating cancer are low, those patients who do use traditional medicines still have high levels of satisfaction with these modalities. This is distinct from levels of satisfaction with, and perceptions of effectiveness of, Western cancer treatments, which were synonymous in this group of patients. Important differences in patient perceptions were found within groups (eg, between different forms of traditional healers) as well as between them. Conclusion: This study showed considerable support for complementary and alternative medicine/traditional medicine but also significant variation in usage of and perceptions of local traditional medicines. More research needs to be done to explore the social processes underlying this variation in cancer patients' preferences for particular traditional medicines.
Western allopathic medicine is gradually becoming more influential in the health systems of many developing countries, 1 although its impact in the context of cancer care in poorer nations is largely unknown. Despite the increasing "Westernization" of certain facets of primary health care provision in many developing countries, traditional medicines (TMs) still receive considerable support, 2 particularly in rural or remote locations. According to the World Health Organization (WHO), nearly 80% of the world's population continue to use their own traditional systems of medicine despite the increasing presence of allopathic medicine. 1 Research also suggests that people's views of biomedicine in some developing countries have been tainted by the failures of certain facets of Westernization and international development programs, resulting in a reaffirmation of the value and importance of traditional practices and belief systems. 2 Despite calls from the WHO to move towards an integrative system of health provision in developing countries, accommodating both allopathic and traditional models of care, there is little doubt that notions of the integration are more rhetoric than reality. 3 Rather, some research and other anecdotal evidence suggest more of a tentative coexistence (and at times, conflict) between TMs and allopathic medicine, 4 with specific patterns in the usage of particular modalities within local populations (ie, according to class/caste and level of education). Moreover, it seems that Western, globalized complementary and alternative medicines (CAMs) may be filtering into developing countries along with allopathic medicine, creating another layer to an already eclectic and complex mix of health care practices. However, there are few data to substantiate such claims, and we know very little about the relationships between these very different therapeutic modalities in the (often) pluralistic health systems of the developing world.
As distinct from Western health systems, which are largely characterized by an identifiable core (biomedical paradigm) and periphery (CAM), pluralistic systems in developing countries are often made up of multifarious models of care. 5 In such contexts (particularly with the spread of allopathic medicine to the developing world), often incommensurable modalities and paradigms of care interact together (or at least are confronted by one another), 4 producing highly complex networks of care and referral practices. Moreover, TMs are often interlinked with (or inextricably tied to) local belief systems and religious practices, 6 fundamentally influencing people's preferences for, and perceptions of, these therapeutic modalities.
Pakistan has a long history of TM and provides a good example of the kind of country that has hitherto failed to attract in-depth analysis of its pluralistic medical practices. Anecdotal evidence suggests that use of allopathic medicine is increasing; however, use of traditional practices such as Dam Darood, spiritual healing, or seeking advice and treatment from a Hakeem, is still common, even among cancer patients. 7, 8 Anecdotal evidence suggests that, for many Pakistanis, traditional healers are still the first "port of call" when they experience health, emotional, or spiritual problems. Moreover, patterns of access and usage may be influenced by social class and level of education. Local stakeholders have suggested that although both globalized CAMs and TMs are being used in Pakistan, the former tend to be used by the middle classes and the latter by poorer communities. However, there is no evidence to confirm these patterns and to inform our understanding of the potential dynamics between (and people's perceptions of and satisfaction with) TMs, Western globalized CAMs, and allopathic treatments in Pakistani society.
The limited research that has been done on CAM/ TM use by cancer patients in Pakistan suggests that, as in the West, CAM/TM use is relatively high. 7 For example, in Karachi, Malik and Qureshi's 7 study indicated that use of "unconventional" methods of therapy by cancer patients was 48%. This study found that the main alternative therapies being used were homeopathy and Hikmat (Hakeems). More statistical work was conducted by Milak et al 8 to ascertain the frequency, type, and duration of use of unconventional methods of therapy by cancer patients. This study found even more widespread use of unconventional methods of therapy (54.5% of all cancer patients), with traditional herbal medicines and homeopathy the most commonly employed methods (70.2% and 64.4% of the sample, respectively). 8 Despite these data on the prevalence of CAM/TM usage among cancer patients in Karachi, we know little about cancer patients' preferences in other areas of Pakistan. Moreover, and more importantly, we know nothing of the nature of cancer patients' preferences for TM, CAM, or allopathy and their views on the effectiveness of, and levels of satisfaction with, different treatment modalities within a pluralistic environment such as that seen in Pakistan.
Effective cancer care depends on the provision of appropriate and locally specific services that are sensitive to existing belief systems and understandings of illness. To facilitate more informed policy making regarding cancer care in Pakistan, we undertook a study to examine Pakistani cancer patients' satisfaction with and perceptions of the effectiveness of allopathic and traditional therapeutic practices. Drawing on a survey of 362 cancer patients, the aim of this study was to conduct exploratory work into cancer patients' perceptions of different modalities within a pluralistic environment with a focus on their satisfaction with and views on the effectiveness of TMs, CAMs, and allopathy in the context of cancer care. We sought to provide initial data to provide a platform for conducting a larger nationwide study in Pakistan, which would provide valuable knowledge to inform the development of policy and practice in cancer care.
Defining Health Practices
Discussion of the complex dynamics between various therapeutic modalities needs to be contextualized with discussion of definitions. In the context of this article, what actually constitutes a traditional, complementary, or modern health care practice? First, it is important to emphasize that what constitutes traditional, complementary, or alterative is historically and culturally variable, 9 and by using these terms, we are not suggesting that these are clearly identifiable, coherent identities that are ultimately static (or unchangeable) over time and space. What constitutes a traditional or alternative practice is continually being contested and debated among practitioners of different modalities, policy makers, and academic researchers. 9 However, although definitions of TM and CAM are continually being contested and at times reconfigured as practices are drawn into the mainstream, 10 there are certain things we can say about the nature of what is generally referred to as CAM and TM and the characteristics that tend to delineate CAM and TM from allopathic medicine.
Traditional Medicine in Pakistan
CAM generally refers to health care practices not offered within modern medicine in developed, Western countries. 10 Many CAM practices are derived from traditional health practices, but over time, they have adapted to (and have been shaped by) Western models of care (eg, herbalism, Reiki, or naturopathy). Certain CAMs, which have their origins in traditional belief systems, have moved away from the belief systems on which they were originally based (eg, Chinese acupuncture), resulting in different, but not completely distinct, health care modalities (eg, Western forms of acupuncture). 11, 12 Other CAMs have emerged within Western culture (ie, homeopathy) but are distinct from allopathy in terms of the paradigmatic basis for their treatments. Thus, although encompassing a disparate range of modalities, 13 what largely characterizes CAM is, first, a lack of integration into Western health care systems 14 and, second, their tendency to espouse models of care that incorporate (or at least give reference to) physical and metaphysical elements in treatment processes (however, this is not true of all CAMs). 10 Such CAMs are ubiquitous across richer countries, and there is anecdotal evidence that suggests that they are beginning to achieve a presence in poorer countries, too. There is, therefore, some merit in identifying them as globalized CAMs, in distinction to localized TMs.
Thus, TM, in this context, refers to local knowledge belief systems, and therapeutic practices that are used in developing countries (and in some cases, within developed countries by ethnic minorities and indigenous people) for health-related purposes. Whereas CAMs have historically (at least over the past century) operated on the periphery of most Western health care systems (although this is slowly changing), TMs have often been the dominant means of treatment for health problems for centuries (eg, traditional Chinese medicine in Chinese society), and in some cases, they continue to dominate health care beliefs and practices. 1 TM, as a label, is thus characterized more by longevity, cultural specificity, religiosity, 6 and having indigenous roots 15 than by its position relative to other modalities (as has been the case for CAMs). Moreover, paradigmatically, there is no clear pattern in the ideological basis for TMs, whereas for CAM, a case could be made (although problematic) for a degree of congruence in the ideological positioning of many complementary and alternative health practices.
Pakistan: Social, Economic and Medical Context
With a population of more than 144 million, 16 Pakistan is the seventh most populous country in the world. Largely agricultural, 67% of the Pakistani population live in rural areas, and about 57% of its civilian labor force are employed in agricultural occupations. In 1990 to 1991, the average per capita income in Pakistan was about US $400, and nearly 30% of the population lived below the poverty line. 17 In 1999, the life expectancy for men and women was reported to be 64 and 66 years, respectively. The population is predominantly Muslim (96.7%), with a minority of other faiths including Christians, Hindus, Ahmadis, Zoroastrians, Buddhists, and Sikhs. Both Urdu and English are the official languages; however, 8 other languages are spoken in different parts with different dialects, making Pakistan a multilingual society.
The Medical System in Pakistan
Pakistani health services currently receive only about 1% of the gross national product (compared with figures of 4%-10% in the United States, Australia, and the United Kingdom). The public sector provides only 20% of these services, and a large proportion of people use the private sector in which health care is provided not only by formally trained allopathic doctors but also by pharmacists, paramedical health workers, and traditional practitioners of various systems of medicine (see the descriptions below). Within this unique medical system, many patients receive treatment from a number of diverse, and at times paradigmatically disparate, therapeutic disciplines. 18 While modern allopathic medicine is frequently used for more serious conditions, people often use CAM or TM in combination with, or instead of, allopathic medicine. 18
TMs in Pakistan
To provide a context for the data we examine here, it is useful to provide a background to the most common TMs (or therapeutic practices) used in Pakistan. The first is the Hakeem, a practitioner who subscribes to the Hikmat approach to the body and illness. This is a traditional system of medicine practiced mainly among Muslim communities in South Asia. It is a reorganized Muslim development of the system of medicine outlined by Hippocrates and Aristotle and involves use of a variety of herbs and minerals. Although there are a number of well-established institutions training people in Pakistan, Hakeems are generally trained through a process of apprenticeship and frequently come from a well-established lineage of healers. Recently, the government of Pakistan recognized the importance of treatments given by Hakeems and has recruited them in several government hospitals, albeit at a lower grade than allopathic doctors.
Spiritual healing, and the specific practice of Dam Darood, are forms of practice that depend on prayers, prophetic medicine, and other local practices. 19 These types of healing are usually delivered by holy men called Pirs, either personally or through a designee. Patients often visit the places associated with them such as mosques or tombs (or sometimes in their offices or homes) for the purpose of healing. This routinely involves the Pirs reading verses from the Quran and blowing the words toward the patient. This process is called Dam, Dam Darood, or Dua (prayer). Multiple repetition of certain Quranic verses for extended periods of time (weeks or months), called Wazifa, is another popular method of religious healing. 19 
Method
The analysis was based on data collected in a structured survey of cancer patients in 4 different hospitals in Lahore, Pakistan (to retain anonymity, the names of the hospitals will not be used in this article). The survey was carried out between April 2003 and August 2003. Ethical approval for the UK arm of the study was received from the relevant National Health Service Multicentre Research Ethics Committee. As their jurisdiction does not extend beyond the United Kingdom, locally appropriate approvals were sought and gained by members of the project team in Pakistan.
Sample
Three of the hospitals from which we recruited patients were general hospitals, treating a range of patients from the Punjab and Northwest Frontier provinces, including those suffering from cancer. The fourth hospital was a 25-bed specialist cancer hospital, exclusively treating cancer and drawing patients from all regions of Pakistan (ie, from the provinces of Punjab, Northwest Frontier, and Balochistan). The decision to draw our sample purely from the 4 aforementioned hospitals was made due to the centralization of cancer-related health facilities in Lahore, rather than in rural parts of the Punjab province. Because of this centralization of health services, the majority of cancer patients in the Punjab province come to Lahore for treatment (thus providing a fairly representative sample of the whole province).
We had no prior knowledge about the proportion of patients who would be users of CAM/TM within the studied population. Thus, we took P = .5 as a conservative estimate for the population proportion of the cancer patients having access to CAM/TM in and around Lahore. Furthermore, we decided that the sample estimate of this proportion would be accurate to within .05 (precision of the estimate) with a 95% confidence interval. The resulting sample size was 385 patients. Working with this figure, it was decided that we would aim to survey 350 to 400 cancer patients over a 4-month period. Furthermore, it was decided that the respondents/patients would be distributed among the 4 hospitals according to the bed capacity of their cancer wards. All the hospitals treated patients from different parts of the province/country; however, the specialist cancer hospital had the most diverse geographical representation of patients. All 362 patients approached during these times completed the survey. In this cultural context, a high response rate is expected as patients are highly unlikely to refuse a request for information from a researcher or medic.
Fieldwork
Before the survey was conducted, the medical and research directors of the hospitals were approached for permission to undertake the study, and all subsequently gave permission. Two male and 2 female researchers undertook the survey, which took place in the oncology departments of each hospital. Each of the 4 researchers had training in survey methods and were sociology graduates. Generally, the male researchers surveyed the male patients and female researchers the female patients, but at times, female researchers surveyed male patients as well. When recruiting began, researchers would report on a daily basis to the hospitals' management to ensure that the appropriate authorities were aware of their presence and that the study was being conducted. The researchers approached all patients admitted in the hospitals during weekdays, on different days and at different times of the day (between 10:00 AM and 4:00 PM) until the predefined number of surveys for a particular hospital was reached. The researchers gained written consent from the patients before the survey was completed. The patients were told that they were being interviewed as part of a survey to seek information about their disease and treatment behaviors. Usually patients had 1 or 2 family members/carers with them while the survey was being completed. A large number of patients from one hospital took part in the study as it had a large number of cancer patients. The interviewers themselves filled in the questionnaires, not the patients.
Results
To give an indication of the sample characteristics, 41.2% were female and 58.8% were male. We can say little about why men are overrepresented in this sample of cancer patients, although in Western contexts, men are also overrepresented due to their tendency toward high-risk behaviors. 20 Furthermore, existing statistics on Pakistani cancer patients suggests a higher representation of men for certain types of cancer. 21 In terms of marital status, 24.6% of the sample were sin- gle, 69.3% were married, 0.3% were divorced, 5.2% were widowed, and 0.6% were widowers. More than 73% of the sample earned between 1000 and 6000 rupees per month (between US $17 and $102 per month), which is broadly within the range of the reported national average in 1991. 17 There was a wide distribution in terms of the range of cancers, and typically, as we see in Western studies, breast cancer (27.6%) emerged as the most common form. After breast cancer, cancer of the uterus (8.3%), throat cancer (9.7%), hematological malignancies (5%), and cancer of the abdomen (5.8%) were the most common forms in this sample. Again, this is broadly consistent with past reports on cancer prevalence in Pakistan, 21 although data are severely limited by the lack of a cancer registry. 7 Only 1 patient had prostate cancer, which is an unusually low figure given normal rates of prostatic malignancies in other study populations. 22 This, we can only hypothesize, may be due to inaccurate diagnoses (ie, cancer patients diagnosed according to their metastases, eg, in the lung or liver), the tendency of older men to die of other conditions before prostatic malignancies, or that patients are not accurately reporting their disease type.
Use of CAM/TM by Pakistani Cancer Patients
In terms of use of CAM/TM, only 16% of those surveyed reported not using some form of CAM/TM. That means 84% of the cancer patients surveyed had used 1 or more forms of TM in combination with conventional treatments. This figure is much higher than Malik and Qureshi's 7 previously reported figure of 48% in Karachi and Malik et al's figure of 54%. 8 Moreover, in the current sample, 59.7% had used more than 1 type of CAM/TM. In terms of the prevalence of use for particular therapeutic practices, Dam Darood, spiritual healing, and Hakeem emerged as the most commonly used TMs, with use reported at 70.4%, 47.2%, and 35%, respectively (Table 1 ). There was comparatively little use of globalized CAMs such as homeopathy, acupuncture, and traditional herbal medicine. The highest rate of use for such practices was for homoeopathy, with 26% of patients using this modality (31% of all CAM/TM users). In terms of the proportion of CAM/TM users using homeopathy, this was significantly less than Malik et al's 8 figure of 64.4%. Virtually no patients had used other common Western globalized CAM therapies (eg, nutritional medicine, meditation, reflexology, Ayurvedic medicine, acupuncture).
Perceptions of Effectiveness
In this study, we were interested in cancer patients' views on the effectiveness of particular therapeutic modalities and, in particular, in comparing their views on TMs, globalized CAMs, and allopathic cancer treatments. Table 2 shows these cancer patients' views on the effectiveness of the 3 most popular CAM/TMs in Pakistan: Hakeem, Dam Darood, and spiritual healing. In terms of the percentage of patients who perceived these therapies to be effective or very effective, the figures were 22%, 57%, and 26%, respectively. In contrast, we see that perceptions of effectiveness for medical specialists and general practitioners were 94% and 78%, respectively. This is a significant differential in perceptions of effectiveness between TM and allopathy. Furthermore, as seen in Table 2 , perceptions of the effectiveness of the most commonly used CAM (and virtually the only one used) were similar to perceptions of the most commonly used TMs.
Level of Satisfaction
Although perceptions of effectiveness are useful for understanding patients' decision making and support for particular therapeutic modalities, we were also interested in whether levels of satisfaction would be synonymous with perceptions of effectiveness. The results of this study showed that perceptions of effectiveness were not necessarily congruent with levels of satisfaction, at least for particular therapeutic modalities. For example, 84% of patients who had used Dam Darood reported being satisfied or very satisfied with their treatment, whereas only 57% thought this TM was actually effective. However, in the case of Hikmat (Hakeems), almost 62% of those patients who saw a Hakeem for their cancer reported that they were unsatisfied or very unsatisfied with their treatment. This is similar to the figure of 58% who viewed it as an ineffective practice (see Table 2 ).
In the case of allopathic medicine and people's satisfaction with their medical specialist, there was little difference between perceptions of effectiveness and levels of satisfaction. Rather, the specialists scored 96% for satisfaction (satisfied or very satisfied) and, as suggested earlier, 94% for effectiveness. Homeopathy, the only globalized CAM scored by the patients, received a relatively high percentage in terms of satisfaction (58%), whereas only 24% of the patients who used it actually thought it was an effective means of treating cancer (Table 3 ).
Discussion
The data presented here provide the first view of cancer patients' usage and perceptions of TM, globalized CAMs, and allopathic cancer treatments in Lahore, Pakistan. Results show significantly higher rates of TM usage than reported in previous studies 7 and lower rates of use of globalized CAMs. Thus, despite increased access to and usage of allopathic cancer treatments in Pakistan, it seems that support for certain traditional therapeutic practices remains high among cancer patients. This study shows that patients are using both traditional practices and allopathic medicine, drawing together often paradigmatically distinct practices (as cancer patients are increasingly doing in the West) as a means of attempting to cope with their condition.
This survey extended beyond basic patterns of CAM/TM usage to examine cancer patients' perceptions of particular therapeutic modalities. Their responses indicate that although many Pakistani cancer patients still remain strongly supportive of some TMs, in the case of particular modalities (eg, Dam Darood and homeopathy), they do not necessarily view them as being effective forms of cancer treatment. However, notions of effectiveness, as conceptualized within a biomedical paradigm (ie, having a curative function), may be inadequate for capturing the complexity of these cancer patients' views and experiences of TM. This was particularly evident in these patients' relatively high levels of satisfaction with specific TMs, despite their strong views on the ineffectiveness of these very practices. This would suggest that the roles played by allopathic medicine, TM, and even certain globalized CAMs may be considerably different in the context of cancer care. Although more research is needed to substantiate these data, it may be that TM (in particular) tends to play a more pivotal role in the patient's emotional and spiritual well-being than potentially curative options. This may be particularly the case of TM in Pakistan, where healers are often religious figures (as is the case for Dam Darood) as well as advisers and providers of treatment for health issues. Although further research is needed to confirm these patterns, it seems likely that biomedical notions of effectiveness may not capture the true role and usefulness of such modalities. Moreover, in Pakistan, for many patients, health and faith (Islam) are inextricably linked. Seeking advice and support from a healer may in fact be synonymous with seeking support from a priest or rabbi in a Western context. Being effective at treating one's condition may actually be a. Percentage of those patients using each treatment, rounded to whole numbers. There is no column for spiritual healing as patients were asked to rate their satisfaction with those therapies they had used (ie, to list what they had used and how satisfied they were), whereas, in terms of effectiveness, they were asked about the practices listed in this table and whether they viewed them as effective.
Traditional Medicine in Pakistan
superseded, in some cases, by a desire for emotional and spiritual well-being. This study showed significant differences in cancer patients' usage and perceptions of different local TMs (eg, Dam Darood and Hikmat). Dam Darood received considerably more support and much higher levels of perceived effectiveness, suggesting considerable variation in attitudes toward different TMs in Pakistan. These findings demonstrate the need to avoid an oversimplified analysis of use of TM as a whole. Although further research is needed to clarify these issues, these findings suggest that different social processes (eg, religiosity and social status) and individual decision making may be influential in shaping patients' preferences for and perceptions of TMs.
There are some limitations to this study. First, the sample is drawn from a geographically specific area, and thus the results cannot necessarily be assumed to reflect patterns in other provinces of Pakistan. Second, we sampled patients from only 4 major hospitals in Lahore, and thus, many patients who did not have access to these services (due to economic, geographic, or cultural factors) would not be represented in this study. Sixty-seven percent of the Pakistani population live in rural areas, 17 and it would be reasonable to assume that many people with cancer do not have access to city-based hospitals. Last, there are some concerns regarding the distribution of cancer types and the distinct lack of patients with certain types of cancer (eg, prostate cancer). However, this study does provide useful preliminary data that will inform a larger nationwide study into cancer patients' treatment choices in Pakistan and the role of TM and allopathy medicine on a nationwide scale.
